MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH L AGoAL
DEPARTMENT-.0OF PURLIC HEALTH AND WELFARE * b3 = 040‘49

* ; N i o002 o . STATE FILE NUMBER
DO NOT WRITE AMENDED Registration DIstrict No. __._*--h_..j.zz_ﬁlmm Registration District Nn.A.._._._..._ﬁggmrar s No. ___ bl i

ON THIS STUB | =& FE N  F ) VA 1062
1. PLACE OF DEATH ° AL 2. USUAL RESIDENCE {Where deccssed lived. If institution: Residence bafore

a. COUNTY Jackson o. STAEM{ sspurj b COUNTY  Jackson . admisaion)

b. CITY (If outside corporats limits, give TOWNSHIP only) Length of stay in 1b € COILY Inside Limits
1own  Kansas City 3byrs oW Kansas City Yor K] No [

e FULL NAME OF {If NOT in hespital, give location) Inzida Limits d. STREET (L outride, give location] Reaida on Farm

HOSPITAL
INeitinion. General No | You N No[J ADDRESS 3026 Indiana Yes O No l§

3. NMAME OF DECEASED First Middls Last . Month Cay Yeor

{Iype ar prin) Ira Ivory Wright A 1o 2 63

5. SEX 6. COLOR OR RACE 7. Married P} Never Married [] |8, DATE OF BIRTH | 7. AGE (lest birihday) |IF UNDER 1 YEAR | iF UNDER 24 HR
Male egro Widowed [ Divorced O | 3=5.1898 65 Monihs | Days | Hours | Min.

10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY

during t of working life, even if retired) .
T&borer retired Harrilton, Ark. USA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND QR WIFE

Gould Wright Sophia Morrow Bessie Wright

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NO. 17, INFORMANT Address

(Yes, no, cpggnown) | (If ye»s, give wo{ dates of servic Bessi e ur ‘i qht_3026 Indi ana

18. CAUSE OF DEATH (Enler only one cause per line T (&), (0], &ma K- INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE CAUSE {a}

VS 300
Rev. 4/59

1
2 3348

DATE AMENDED

DOCUMENT

Laonditions, if any,
which gave rise to
above caue (l!.
atating the u

lying cause IulI

PART 1I. OTHER SIGNIFICANT CONDITIONS CONIRIBUTING TO DEATH but not relsted o the ferminsl PART 11I. If deceased was female  wap
disease condition given in PART | (a) there a pregnancy in last 90 days.

rD Ye l O Ne I O Unknown

19, WAS AUTOPSY | 202, ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED, [Enfer nature of inlury in PART | or PART 11 of item 18.)
PERF 07 a m] 0
YEs [y NOOJ

20c. TWMELOF Hour Month, Day, Yoar
INJURY am.
p-m.

20c. INJURY OCCURRED 20e. PLACE OF INJURY {e.g.. in or about homa, | 20f. CITY, TOWN, OR LOCATION
WHILE AT WORK [ farm, factory, street, office bidg., etc})
NOT WHILE AT WORK [J

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

R
TYPEWRITER RIBBON

her .
21. | attended the deceased from and last saw ;o olive on
Desth occurred at. m on the dote stated above, and to the best of my knowledge, from the causes stated.

{Degres or Title) 226, ADDRESS [ 22¢. DATE SIGNED

A/ﬁf /o AP, " Yerys

73b. DATE 23c/NAME OF CEMETERY OR CREMATORY © 20d. LOCATION (City” tawn, of counry) (Stata]
10-28-63 National Ft. Leavenworth, Kamsas

ify} 7
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 20. REGHTRAR'S SIGNATURE -
#latkins Bros. Funeral Home 18th Benton fo -2 3- 6~ 6114'4—'-‘2 M .

Licanted Embalmer's Statement on Reverse Side)

USE BLACK INK
0
. M. TilLlmaNueycar cermisicanion

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

! hereby ceriify that the body whose name is recorded on the reverse side of this cerfificate was embaimed by me,

or by Student Embalmer No.

working under my personal supervision. . %; W QJG
Student Signed | ﬁj‘. d/"ﬁ
Signature of Student Embalmer ’R
Licensed Embalmer No. Lé@) 0 d «Q\A.K:
LPE Ren b=

P. O. Address,
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license). :
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
_If, this body is not'embalmed, fact should be so statediabove.




